MISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH =62~-02U730

DO NO Registration District No, --..ég__z____......}‘rimary Registration District No, __q_?_l_Zi__ Registrar's No. ..3.'2.‘ STATE FILE NUMBER
T WRITE AMENDED '_— ptrm a
ON THIS 5TUB 1§ O e~y ] :
). PLACEOFDEATH 2~ %= 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
V5 300 o 3. COUNTY Shelby s. STATE M4 s oD county Shelby admission)
Rev. 4/59 % b. CITY {If outside corporsta limits, give TOWNSHIP only} Length of stay in 1b c. C‘;':Y Inside Limits
£ TOWN Shelbina oL Yirs, owv  Shelbina Yo O No O
1 /¢ Ll < <. FULL NAME OF (If NOT in hospital, give lgcation) Inside Limits d. STREET {If cutide, give location} Reside on Farm
: w HOSPITAL OR B ADDRESS £ -S-_
246 30 |2|8 nstntion /o4 £, oLléEGE v NoO | Jrys . CLLEGE - | Y O N30
3 3. #AME oF pe;:us:n First Middle taar 'y DS;IE Month Day Yeur
ype or print X
Harry: Thomas Beary oeam  August 10, 1962
4 C 5. SEX 6. COLOR OR RACE 7. Morried [] Never Married [] [8. DATE OF BIRTH | - AGE (last birthday) I“:nl:‘::m ] D::‘AR gunosn :: HE
. i i . - ours in.
5 2 Male White Widowed Ovoreed D | Tly 23,1889 -~ 73 [ |
' _— 102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
& 7] ing most, of working life, if retired) . )
3 arming . Own_Farm Shelby County, Mo TeSAe
7 g Q 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
— . ) ) )
. Andrew G. V. Beary Maria Allen Pearl Ray McNeely
8 =z - 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addreas
—— (Yes, pg, or unknown) | [If yes, give war or dates of servi( . ‘
9420 Ko | el 7 |Bessie Pickett, Shelbina, Mo
o = 18. CAUSE OF DEATH (Enter only one cause per line ~ "INTERVAL BETWEEN
. 10 < z PART I. DEATH WAS CAUSED BY: ‘ ONSET AND DEATH
! =4 = IMMEDIATE CAUSE () A Voo Wil
| 11 o© 3
—_ ¥ 0
' Vo7 > I bat Conditicns, if any,]  DUE TO (b}
fﬁ - o D;’ which gave rise to
b 4 Tt the ader
13 6 -2 [FI= lvingﬂgcnuu last. DUE TO ic)
g z PART 11. OTHER SIGNIFICANT CONDIIONS CONTRIBUTING TO DEATH bt not related o the ferminal PART 11l If deteased was femalos  was
..Q. disease condition given in PART | {s) there a pregnancy in last 90 days.
UE, :; %_ II:I Yes l 0O Ne ] 3 Unknown
< = | "9, WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIOE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natwre of injury in PART | or PART It of item 16.)
2 = ERFORMED? o] a] 0
g v YES[J . NCH
=z A
z |= § 20¢.- wiﬁn(\?‘: r.e.:l.- Month, Day, Year
x 8 F
Z m 70d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [ farm, factory, street, office bidg., etc)
5 NOT WHILE AT WORK [
o o -
SO"._" né 2|_|.mgdmm.udﬁm|‘% /956 m&:ﬁ_&&nhﬂmﬁdm%—m
: ; g Death occurred at. ‘/(’00 gm the date siated ashove, ond 1o the bext of my knowledge, the causes stated,
oW 3 u 2o, STGNATURE o TiHie) 225, ADORESS 2o, DATE SIGNED
5 a2 0o X .
|15 = SIS o /2.8 /s>
i 372, BURIAL, CREMATION, | 23b. DATE 23. WAME OF CEMETERY OR CREMATORY Dd. LOCATION (City, town, or county) (Stae}
} (=} REMOVAL {Specify) ) R .
S & Removal Aug 14,1969 Goodland Cémetery Goodland, Kansas
s < | “274. FUNERAL DIRECTOR ADDRESS [ 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNA
['7) . -
= @ Hayes Funeral Home,Shelbina, Mo, ﬂu.gus‘/ /3, Boa |TNaritscsce

(Licensed Embalmer’s Staternent on Reversa Side)




ria

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision.
Student Signed

Signature of Student Embalmer

Licensed Embalmer No. m+61

Shelbina, Mo,

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated abave.

py T7IS PTG gy




